clonus, but these were not confirmed at re-examination. X-ray appearances unchanged. Blood-count normal. Mantoux weakly positive at 1: 10,000. Recent scar of a large boil in right scapular region, which had ruptured and discharged slowly three months before onset of present illness. No other relevant previous or family history.
Treated by very gentle mobilization, the patient remains symptom-free and lumbar mobility has increased. Lumbar kyphosis remains unchanged.
This case appears to have a double pathology: (a) Old vertebral epiphysitis previously undiagnosed, and (b) subcutaneous abscess of the back arising by hmmatogenous or lymphatic spread from the recent boil over right scapula.
The sclerosis and new-bone formation seen in the X-rays ten days after the onset of symptoms are not consistent with a diagnosis of staphylococcal osteomyelitis of the vertebra.
POSTSCRIPT.-When last seen in June, 1948 he remained symptom-free. Physical signs and radiological appearances remained unchanged apart from rather freer mobility of the spine, and there were no abnormal signs in the central nervous lowest fibres of flexor hallucis longus from the fibula. This fragment is always very difficult to reduce and to retain in position, and the following method was used: A Steinmann pin was inserted into the fragment from behind and u'sed as a lever to pull it down into position; once this had been achieved the pin wastquickly driven into the tibial shaft to maintain the reduction while drilling and sie'wing were performed, and the pin was then removed. A long screw was then inserted across the inferior tibio-fibular joint, and finally the medial malleolus was screwed into position. The post-operative X-ray ( fig. 4) shows that the second screw lies dangerously low, Section of Orthopwedics 573 but fortunately far enough back to have missed the tibial articular cartilage; it should have been inserted i in. higher and have been directed rather more forwards.
After-treatment.-Apart from soft dressings, the joint was not immobilized. Immediate active exercises were prescribed, and after removal of the sutures on the twelfth day all joints regained their ranges of movement rapidly. Normally I should have applied a walking plaster boot four to six weeks after operation until removal of the screws, but in this instance the patient, a medical colleague, was allowed to go home on crutches without plaster as I could rely on his obeying instructions not to put the foot to the ground, and because he wished to leave hospital early for other reasons.
On 13.8.47, ten weeks after the first operation, the screws were removed. Active exercises were maintained, and walking was resumed two weeks after this, second operation.
The patient, who is a keen sportsman, made a rapid recovery, and resumed work in general practice within a few weeks. The only abnormal physical sign now, apart from the operation scars, is a trace of limitation of plantar-flexion of the foot. He plays vigorous squash, tennis, &c., without symptoms.
I believe that all major ankle fractures with displacement of the posterior malleolus or diastasis of the inferior tibio-fibular joint should be treated by open reduction and screwing. It is practically impossible to secure perfect reduction by any other means, and screwing also allows early post-operative mobilization to ensure a good functional result. The screws should be removed after about ten weeks in view of their proximity to the joint. The plaster bed is mounted on a metal stretcher (an ordinary E.M.S. stretcher with the wire mattress removed) by two transverse metal or wooden rods fixed to the undersurface of the bed by plaster and resting on the side-bars of the stretcher (fig. 6 ). One additional similar support under the head-piece of the bed rests on the upper transverse bar of the stretcher. These mountings merely rest on the stretcher, so that the whole bed can be lifted from the stretcher for turning.
This method of mounting is economical in scarce materials such as timber, and it greatly facilitates nursing. For ordinary nursing the stretcher rested on a normal bed-frame leaves space for bed-pans to be placed under the patient without lifting. Stretcher, bed and patient can be lifted easily by two to four people on to a stretchertrolley, X-ray table, operating table, &c. Alternatively the patient can be nursed
